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Toe Turrp Monruty Mererine was held in the Library of the 
Newcastle-on-Tyne Infirmary, on Thursday, December 9th, 1880— 
Dr. Eastwood, the President, in the chair. 

The following gentlemen were elected members of the Society :— 


.A, A. Abraham, L.R.C.S.I., Gateshead. 
Fred. C. Coley, M.B., L.R.C.P., Newcastle. 


The following gentlemen were proposed for election :— 


E. Stiven, M.D., Sunderland. 
John Tait Mackay, L.R.C.S.E., Monkwearmouth. 


PREVALENT DISEASES OF THE DISTRICT. 


In the unavoidable absence of Mr. H. KE. Armstrong, the SECRETARY 
(Dr. Drummond) presented the following return, and, at Mr. Arm- 
strong’s request, read the subjoined note respecting the proposed 
Free Fever Hospital for Newcastle :—— 


Return of Cases admitted to and Deaths at the Newcastle Fever 
Hospital during the months of October and Novemb:7, 1880. 


OCTOBER. 
ADMISSIONS. DEATHS. 
Ne MME ON OM oan o Siac, os ce woos sana onaates oe. AOAC Be Keak che fare 2 
er MOM OL ia: hacia cscs econ cama cae taah Pha. |, (igdvak beast 
URGE eaoatice ides ae aes (ERA wrod breton cae 2 
NOVEMBER. 
eee ICUINO OTs Gocco cd ska cchooansincisduissoae oD) CABBBS. ca.scrusyondes ye 
EN IRN O MC es oa ic sc canoiv desing eee see oelSele wae we 1 case. ; 
Pebricaia and ASCATICES 66.20.55 ccc cnecennnscee g iplaee Mayet tet a Ade 
Oto stone seeoatevons se ctet bh Re edatencoe ee 


The fatal cases of enteric fever include one admitted in Septem- 
ber, in which death was due to intestinal hemorrhage (duration of 
case not ascertained). In a second case, death occurred on the 
25th day from perforative peritonitis and hemorrhage. In the 
two remaining fatal cases, the issue was due to asthenia, and 
occurred on the 39th and 33rd day respectively. The three last- 
named were those of poor persons much reduced by want of proper 
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feeding before admission ; two were brothers aged respectively 10 
and 13 years, and the third a woman aged 31 years. 


PROPOSED FREE FEVER HOSPITAL FOR NEWCASTLE. 


In connection with the subject of prevalent diseases it is desirable 
that the Society should be informed that the Schools and Charities 
Committee of the Corporation have at present under consideration 
the disposal, to the best advantage, of the surplus revenue of the 
St. Mary Magdalene Hospital, amounting to about £3,000, with 
the probability of an annual income. The Medical Officer of 
Health has strongly represented the desirability of employing this 
fund for the establishment of a Free Fever Hospital for the 
’ Borough. It would be superfluous to indicate to the members of 
this Society the great public advantages and personal boon to the 
sick poor that would be attained by the application of the fund to 
such a purpose. As the support of the Society in this matter is 
likely to have great weight with the Corporation in their discussion, 
it is recommended that steps be taken, without delay, to make a 
suitable representation thereon to the Schools and Charities 
Committee. The support of individual members is also requested. 
For the information of those not acquainted with the circum- 
stances, it may be stated that, under existmg arrangements, 
(which, owing to the state of the law, are incapable of remedy), 
the admission of poor persons to the Fever Hospital is, on account 
of expense, a matter of great difficulty. In this borough the 
Medical Officer of Health is granted discretionary power of 
admitting poor persons at the charge of the Corporation ; but this 
privilege can only be exercised to a very limited extent, so that a 
large majority of the cases of febrile contagious disease among the 
poor remains under treatment at home, to the detriment of the 
community. An occasion, such as cannot be expected to occur 
again, now offers to meet this difficulty by the establishment of 
wards in the Fever Hospital, to which proper objects may have 
free admission. The Corporation is at present contemplating the 
erection of a new Fever Hospital, a circumstance which gives an 
additional prospect that any recommendation from this Society as 
to the provision of free wards would be favourably heard. 


The Presipent. read a letter from Mr. Armstrong on the same 
subject. 


Dr. ArNIson stated that the Medical Board of the Infirmary had 
had under consideration the subject of the appropriation of the 
fund alluded to by Mr. Armstrong, the question under discussion 
being the advisability of establishing an hospital for incurables. 


Dr. GiBson, after some remarks upon the general question of the 
bestowal of the money of the hospital referred to, proposed ‘“ That 
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the subject be deferred until Mr. H. E. Armstrong should be pre- 
sent and able to defend the cause he was advocating.” 


Dr. Puttrpson seconded the resolution, and in doing so alluded 
to the fact referred to by Dr. Arnison. The Medical Board of the 
Newcastle Infirmary, having been approached by those in authority, 
had given their opinion in favour of the establishment of an 
hospital for incurables. 


The motion, on being put to the meeting by the President, was 
carried. 


PATHOLOGICAL TRAY. 


Dr. ANDERSON showed a vesical calculus, and said: The boy 
from whom I removed this stone was a twin, three years and four 
months old. The lateral operation was performed, and the scoop 
used in the extraction of the calculus, which is phosphatic, with a 
nodulated coating of oxalate of hme. The urine returned partially 
by the urethra on the fourth day, and entirely on the eighth day. 
The wound healed at the end of a fortnight, and the boy is now 
quite well. 


Dr. Haru showed the cervical vertebree from a patient who had 
died in consequence of a fall, and said :—Sir,—The vertebrae forming 
this preparation have been separated at the junction between the 
fourth and fifth vertebra in order to exhibit more clearly the state 
of the cord and the clot by which the cord is compressed. Mem- 
bers will observe that the clot is on the left side, outside the 
membranes, and that the cord is slightly flattened and is redder in 
colour than natural. The clot is now somewhat shrunk and also 
decolourized. When the post-mortem was made the clot was some- 
what rounded, and as large asacherry. There is no fracture of bone, 
but the intervertebral substance is deeply stained with the colour- 
ing matter of blood, and presents a rough appearance as though it 
had suffered some laceration. At the post-mortem, it was seen that 
no dislocation of articular processes had occurred. The fourth and 
fifth vertebra, however, moved more freely upon each other than 
in the uninjured neck. 


SYMPTOMS DURING LIFE. 


Neck.—The head was drawn greatly backwards, and a marked 
depression existed at the back of neck at the junction of fourth and 
fifth vertebra. The finger, introduced through the mouth, felt the 
lower edge of the body of a vertebra projecting beyond the level 
of front of spine in the upper part of pharynx. Under chloroform 
the mobility of neck was greater than is natural; there was no 
bone-grating to be felt, 
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The Lower Extremities.—Sensation much impaired, more espe- 
cially for pain; sensation of cold less impaired on left side. 
Paralysis of movement; reflex response to tickling soles more 
marked on left side; no reflex knee action ; no rigidity. 

Upper E. xtremities,—Left : Sensation partially impaired ; motor 
power greatly so ; right conversely. 

Trunk. —Sensation impaired up to line drawn round trunk an 
inch or so above nipple ; intercostals inactive ; diaphragm active. 

Organve Functions, —Respiration slow ; on the day of death 15, 
also entirely diaphragmatic from the first; involuntary feecal 
discharges ; retention of urine ; priapism marked. Heart’s action 
slow, 48; 30 on day of death. Temperature below the normal 
degree, varying from 98 (highest) to 76 (lowest) on the day of 
death. 

Remarks.—Dr. Heath stated that it was noteworthy that in this 
case there was neither fracture nor dislocation of the vertebree. The 
injury was simply what in other joints would be described as a 
severe sprain with stretching, and some partial laceration of ligaments, 
and the ordinary concomitant of sprain, extravasation of blood. 
The increased mobility of the neck was due to the stretching and 
tearing of ligaments. The interference with nerve-action, exhibited 
during life, was due almost entirely to clot-pressure. These nerve 
symptoms coincided with what might be expected fromsuchan injury. 
The low temperature (thermometric) and the sensation of cold were 
among the most interesting of the manifestations of alteration in 
nerve-function, and, contrasted with what he had usually observed 
in cases where the substance of the cord had been itself the seat of 
injury, either by laceration or actual division, in which cases a rise 
of temperature had been usually observed in the parts supplied by 
nerves coming off below the injured part, eg., in the case of a 
young girl shot through the chest accidentally, the bullet being 
found lodged in one of the upper dorsal vertebra and the cord 
injured, the temperature of the lower extremities was so elevated 
that the feet felt hot to the hand. Believing that the Secretary 
of the Society, who had been much interested in this man’s case, 
would make some interesting and instructive remarks upon it, he 
would not longer detain the society. 


Dr. DrummonpD said, through the kindness of Dr. Heath and those 
in charge of the extremely interesting case which had just been 
recounted to them, he had observed the clinical phenomena a few 
days before the patient’s death. The marked anesthesia on one 
side, with the profound paralysis of motion on the opposite—viz., 
aneesthesia of right and motor impairment of left side—suggested 
a lesion of the left side of the cord. It was interesting to note— 
a fact which Dr. Heath had remarked upon—that the impairment 
of sensation was rather analgesia than anesthesia proper, that 
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is, the block in the cord was rather against painful than ordinary 
tactile impressions. This form of sensory paralysis being the most 
usual in so-called hysterical anesthesia, the prick of a pin is felt as 
a touch sensation without producing any painful impression. The 
. symptom of priapism which was present in Dr. Heath’s patient 
occurs frequently in cases of severe compression of the cord, being 
especially marked when the lesion is situated in the upper dorsal 
region, and is evidently due to the loss of tone of the vessels of the 
corpora cavernosa, turgidity being the result. 


Dr. Huntiny asked Dr. Heath if he thought it was usual in such 
cases to meet with a low temperature? According to his (Dr. 
Huntley’s) experience, a high temperature was more usually noticed. 


Dr. Heatu said he thought the phenomena of high temperatnre 
generally occurred in cases of laceration of the cord substance 
itself; it certainly was in accordance with his experience to find a 
low temperature in cases of simple compression without pneumonia 
or other lung complication. 


Dr. Ottver presented the kidneys and heart from a case of 
Bright’s disease, and said: I have here the kidneys removed from 
the body of a woman who died at the age of 31, of Bright’s disease 
and heart disease. On her admission into the Infirmary we found 
her suffering from general dropsy and dyspnea. The history of 
her illness and the mode of succession of the symptoms pointed to 
the kidneys as being the organs first to be affected, and that 
through them secondary changes were set up in the cardio-vascular 
system. At the autopsy the kidneys were found enlarged and pale 
—typical specimens of the “large white kidney.” Their capsule 
was removed with ease. Under the miscroscope the appearances 
are those of tubular nephritis ; the epithelial cells are in a state of 
advanced fatty degeneration. The heart was considerably enlarged, 
the enlargement affecting chiefly the left ventricle; the mitral 
orifice was dilated. There are one or two points of interest in the 
case. With the exception of an attack of typhus fever fifteen 
years ago, the patient enjoyed good health until soon after her 
marriage. In the third month of her first pregnancy she aborted— 
a proceeding which was followed by pretty profuse hemorrhage. 
There is a history of three succeeding pregnancies, but none of her 
children were carried to the full time. No evidence of syphilis 
could be obtained. The interest of the case centres in the facts of 
pregnancy, abortion, metorrhagia, and the coincident, or subse- 
quent development of Bright’s disease. Sir James Simpson and 
others accounted for the albuminuria of pregnancy from the 
altered state of the maternal blood and the pressure of an enlarged 
uterus upon the renal veins—a condition of matters frequently 
met with in the later months of pregnancy. The urine of pregnant 
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women, however, has been found albuminous in the first, second, 
and third months of uterus gestation—-a condition probably 
dependent upon the close relationship which exists between the 
uterus and the kidneys through the medium of the nervous 
system. rom the enlarging uterus and the developing ovum it is 
quite conceivable that impressions might be conveyed to the 
central ganglia and thence reflected towards the kidneys, in which 
changes might arise, and the ultimatum of which might be those 
of Bright’s disease. 





Dr. ARNISON showed two ovarian cysts removed from a patient 
in the Infirmary, one a large double cyst, the other about the size 
of an orange. The case terminated fatally, and Dr. Arnison stated 
that, as was frequently observed in such cases, the pulse had been 
a better indication of threatening mischief than the thermometer— 
the latter not rising more than one degree above the normal until 
just before death, whereas the pulse from the first was qnick. 


Dr. Drummonp asked if Dr. Arnison’s opinion regarding the 
value of the clinical thermometer in surgery referred only to 
ovariotomy, or would he be inclined to disregard it in other opera- 
tions too. 


Dr. Bristow (London), alluded to a case which had been operated 
upon by his colleague, Mr. Sidney Jones, of St. Thomas’ Hospital. 
It was found that the cyst on account of which the operation was 
performed, contained fat, hair, and other matter. The other ovary 
being also diseased, was removed as well. The patient, who was 
a young woman, was about to be married, and the question arose 
whether the future husband should be informed of her condition, 
viz., that she had no ovaries; however, it was decided to leave 
matters alone, and not to interfere. 


Dr. ARNISON said that in his patient’s case, the difficulty alluded 
to by Dr. Bristowe as regards the performance of double ovariotomy 
had not arisen, seeing that the patient was beyond the child- 
bearing age. 

In reply to Dr. Drummond, he would say that he attached as 
much importance to the information afforded by the thermometer 
as ever in general surgery. It was only with reference to the 
operation of ovariotomy, in which case he thought, with Mr. Lawson 
Tait, it was better to trust to the pulse than the thermometer. 


Dr. Hume showed a recurrent fibroid which had been removed 
from the abdominal wall of a female patient, aged 52. The 
tumour had recurred after removal twenty years ago. In 
appearance it seemed to be a mass of pedunculated fibromata. A 
portion of the mass had grown slowly; and under the microscope 
this part was found to consist of fibrous tissue with very sparse 
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intermixture of cells. Other portions had of late grown very 
rapidly, and these were of distinctly sarcomatous structure, 
presenting the characters of a mixed-cell sarcoma. 


Dr. Bowman said: Mr. President and gentlemen—The new 
remedy for dysentery, to which I now call the attention of the 
Society, is an extract of euphorbia pillulifera. This plant is one of 
the commonest weeds of India, and is known to the natives by the 
name of “dudea.” Dr. Dendy, the deputy-superintendent of the 
Campbell Hospital at Calcutta, discovered the virtues of this drug, 
and has used it largely in the treatment of dysentery with remark- 
able results—many severe and chronic cases having been cured in 
a few days. It will no doubt, at least in India, altogether replace 
the use of ipecacuanha in the treatment of this disease, not only 
on account of its cheapness, but also by the quicker and more cer- 
tain effect. I have brought a small quantity of this drug from 
Calcutta, and have had it made up into pills containing two and 
a-half grains each of “ dudea ;” and if any member of this Society 
would like to give this remedy a trial in dysentery or dysenteric 
diarrheea, I will be most happy to send him a sample. The dose 
is ors. x. three times a day. 


Mr. SPEAR said he thought the disease met with in England as 
dysentery differed materially from the affection for which probably 
the drug Dr. Bowman called their attention to had been used, viz., 
the diphtheritic form; and if that were the case, it would perhaps 
be too much to expect much success from its use in quite another 
disease. 


Dr. Bowman, in reply, stated that he anticipated success from 
the remedy, even in the milder form of dysentery; and also it was 
well known that cases of the oriental affection appeared from time 
to time in seaport towns. 


Dr. J. D. Drxon ‘showed two uterine polypi, and said :—Mr. 
President, — These two specimens are fibrous polypi_ re- 
moved from the uterus. The larger one I removed with a wire 
ecraseur from a woman, aged about 35 years. She had noticed it 
for about 12 months, but thinking, as she expressed it, that her 
womb had come down, did not place herself under any treatment. 
When I saw her I found the bulk of the tumour filling the vagina, 
and with a sound I could trace the neck of the tumour as far as 
the fundus of the uterus. I placed her under chloroform, and 
with a little difficulty got the wire of the ecraseur well over the 
root of the growth and removed it. There was no bleeding, and 
she made a speedy recovery. The smaller tumour I removed from 
a woman, aged 30, who was suffering from menorrhagia. On 
examining her with a sound, I could feel a tumour growing from 
the fundus of the uterus. The uterus was enlarged by about half- 
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an-inch. I dilated the os with tents, and having placed the woman 
under chloroform, seized the growth with a pair of ovum forceps, 
and twisted it off. She had an uninterrupted recovery. 


Mr. Spear showed a very interesting specimen of typhoid lesion 
of peyer’s patches, before ulceration had occurred. The specimen 
(lower end of the ilium) was removed from the body of a patient 
who died on the 9th day of the fever. 


Dr. Drummonp showed (1) a small fibrous polypus which Dr. 
Luke Armstrong had removed from the larynx of a patient admitted 
into the Infirmary under his (Dr. Drummond’s) care. The patient 
was a man aged 45, whose employment in connection with furnaces 
had led him into great extremes of temperature. As a result, he 
stated he caught cold about fifteen months ago, having been 
aphonie ever since. On admission he complained of cough and 
almost complete loss of voice. Laryngoscopic examination revealed 
a small polypus, about the size of a split pea, with a well-marked 
pedicle growing from beneath the right vocal cord at its anterior 
extremity. The larynx was extremely congested and irritable, so 
much so that it was found impossible to reach the growth with a 
laryngeal snare, and hence it was decided to perform laryngotomy, 
and then split the thyroid. This operation Dr. Amstrong per- 
formed about a fortnight ago. The patient is doing remarkably 
well. 


Dr. Drummonp also presented the soft palate, larynx, and 
pharynx, and said these specimens were removed from the body of 
a man—a foreign sailor—aged 48, who was admitted into the 
Infirmary very much prostrated, it was said, from rheumatism and 
cold, though there was some difficulty in arriving at a correct 
history. He was carried into hospital by his comrades, who made 
the statement, as above, respecting him. Next morning, when in 
the wards, the nurse informed me that a patient, whom I had not 
seen, was very ill, On going to his bedside I found the man 
sitting up in bed gasping for breath; his condition would be 
expressed by the term orthopnea, his eyes starting from their 
sockets, his face cyanotic, and inspiratory efforts extremely 
laboured ; he was almost pulseless. On looking into his throat I 
found the uvula and soft palate cedematous, the uvula hanging 
like a good sized white grape on the dorsum of the tongue. In 
consultation with Dr. Philipson, who happened to be in the ward 
at the time, it was decided to have tracheotomy performed at once, 
consequently Mr. Goyder, the senior house surgeon, was sent for. 
Choloform was administered, but from the first appeared not to 
agree, for apparently the respiratory efforts became at once less 
energetic. Mr. Goyder opened the trachea in a skilful manner, 
but respiration had ceased before the tube could be got into the 
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windpipe, and artificial respiration was of no avail. At the post- 
mortem examination the aryteno-epiglottic folds were found to be 
remarkably oedematous, as also the uvula and mucous membrane 
within the larynx itself. The lungs were congested and the left 
ventricle firmly contracted, whilst the right cavities of the heart 
were over distended with black loose clot, suggesting that the 
patient had died from suffocation. It certainly appeared that the 
chloroform had acted very deleteriously in the present case ; 
whether it caused spasm of the glottis, or paralysis of the 
respiratory centre, it undoubtedly interfered with respiration, and 
aided in the unfortunate result. 

Dr. Huntriey said he was surprised at the effect of chloroform 
inhalation in the case related by Dr. Drummond. He had used it 
in cases of croup with very beneficial results, and would always be 
inclined to chloroform children who were about to be operated upon 
for croupous laryngitis. 

Dr. Goways stated that he had seen the greatest possible good 
obtained from administering chloroform in cases similar to the 
present, as also in croup, both in his own practice and that of 
others. The operation of opening the trachea in these cases was, 
he thought, facilitated by chloroform. 


Mr. Wituiamson said he had now considerable experience in the 
operation of tracheatomy for croup, &c., as many of these cases 
were brought to the hospital where he was house surgeon in London, 
and he must certainly say that he rather dreaded administering 
chloroform where there was much cyanosis ; indeed, the surgeon 
must be prepared to enter the treachea at once, as he had found 
it often happened that from the commencement of chloroform 
inhalation the breathing got worse. He related a case in point, 
occurring in a woman who had nearly lost her life by being chloro- 
formed. 


Dr. BristowE said he was much interested in the discussion 
which had taken place. He very often saw cases of croup and 
diptheria, and recommended tracheotomy in some of them. He 
must say in his experience chloroform was beneficial. He would 
like to know whether the kidneys were diseased in Dr. Drummond’s 
patient, as he had observed patients take chloroform very badly 
when renal complications existed. 


Dr. DrumMmonp stated, in reply, that the kidneys were healthy. 


EXHIBITION OF PATIENTS. 


Dr. Low, in Mr. Morgan’s absence, introduced a patient upon 
whom the operation of pegging had been performed nine years ago 
for ununited fracture of the tibia, and said: This man is at present 
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a patient in the Sunderland Infirmary, under the care of Mr. 
Morgan, suffering from wasting of the muscles of rigbt arm, fore- 
arm, and hand, which has followed upon a dislocation of the 
shoulder occurring 11 months ago, and which was left unreduced 
about 48 hours. He is improving under the use of Faradization. 
On the 3rd June, 1871, this man was admitted into Sunderland 
Infirmary, with simple fracture of tibia, received by the falling upon 
his leg of some heavy iron plates. The bruising of the soft parts 
was so great that the skin sloughed, making the fracture compound. 
For six weeks it was put up on a MacIntyre. ‘hen a starch band- 
age was applied for three weeks more. Union still had not taken 
place, and as he was obliged to leave hospital on account of his wife’s 
illness, the starch bandage was re-applied. By the end of August 
no union had taken place. He was re-admitted, and the ends of 
the bones forcibly rabbed together, and for three weeks after put 
upon McIntyre’s splint. No success having followed this, two 
ivory pegs were inserted through the fragments. He complained 
of severe pains and suppuration, and intense inflammation followed, 
but at the end of six months the result was satisfactory, and this 
is the limb after nine years of use. This is one of the pegs used. 
Dr. Heats showed a patient from whom the entire tongue had 
been removed, and said: The tongue removed from this patient 
was kindly shown for me by my friend, Dr. Goyder, last month. 
The members present at that meeting would remember that the 
left side of tongue close to the root was chiefly affected, but that 
the disease extended so far to the right, implicating the septum, 
and partially infiltrating the contiguous right half, that splitting 
the tongue was inapplicable. There were also some masses of 
diseased glands deeply placed, under the jaw, and more readily 
accessible from within the mouth than from without. For these 
reasons the operation of Sedillot, by splitting the jaw, was deter- 
mined upon, although I am aware that this proceeding renders the 
operation more dangerous, and the cure prolonged and difficult. 
The operation was done in the usual way ; the finger being almost 
exclusively used to separate the parts after division of jaw, which 
was effected in the dove-tail fashion advised by Sedillot. The 
tongue itself, after isolation with the finger, was removed at its 
attachment to the thyroid, by means of the ecraseur (chain). There 
was little bleeding. The patient was before the Society, and con- 
sidering his advanced age, and the nature of the operation, had 
made a favourable recovery, up to the present time. I do not 
know that I have ever seen so thorough and complete a removal 
of the tongue. On looking into the patient’s mouth we seem to 
look straight down the throat and windpipe ; there is nothing in 
the way but the spiglottis. It is curious and interesting to note, 
that in spite of this absolute absence of the tongue, the patient 
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swallows without much difficulty, and can speak so as to make 
himself understood. 


Mr. Reeinanp Harrison (Liverpool) congratulated Dr. Heath 
upon the success of his operation, and said he thought the 
tendency of surgeons of the present day was to sacrifice too much 
for appearances, forgetting that the great point was thoroughly to 
eradicate the disease, consequently it often happened that 
incisions were made to leave as little mark as possible instead of 
the parts bemg well laid open, and the disease exposed and 
attacked to the best possible advantage. It was certain that Dr. 
Heath in the operation he had performed was not open to this 
charge. 


Dr. Heata agreed in the main with Mr. Harrison in his 
remarks, but he thought the surgeon should be ever careful not 
to disfigure in an unnecessary way. 


Dr. DrumMonp, in Dr. Philipson’s absence, showed a_ patient 
suffering from shaking palsy. The man was a labourer, aged 31, 
and was admitted into the Newcastle-on-Tyne Infirmary, under Dr. 
Philipson’s care, for tremor of the upper extremities. Two months 
before admission a tub fell upon his loins, which rendered him 
insensible for an hour. ‘Three days subsequently the tremor came 
on, affecting his arms, but ceasing during sleep. 

Dr. Pace said: This patient, gentlemen, has for the last twelve 
years been inconvenienced by the occasional descent of an oblique 
inguinal hernia on the left side, but le has always been able to 
return it, and has not worn a truss. At noon on November 11th, 
in consequence of a violent twist which he received in falling, the 
hernia came down, and could not be returned. “He was admitted 
to the Infirmary soon after the accident, and was then in such a 
condition of prostration that it was feared the gut was severely 
injured. Attempts to return the hernia, aided by opium, the hot 
bath, and chloroform, were unsuccessful, and as the man’s condition 
was, when I saw him, six hours after the descent of the gut, 
evidently one of danger and great distress, I at once cut down upon 
the stricture and released the gut. The sac was opened. It con- 
tained a coil of intestine five inches in length and some ounces of 
fluid, deeply stained with blood. The operation was done under 
the spray. ‘The incision in the sac was sewn up with a continuous 
suture of cat-gut, which was left 7 stu, and has never been seen 
since. The wound was closed with carbolised silk stitches, drained 
with a small tube, painted over with collodion, and a pad and spica 
bandage applied. Union took place by the first intention, and in 
a few days, from a position of imminent peril, the patient was 
restored to health. My object in bringing this case under the 
notice of the Society is to illustrate the good result of early opera- 
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tion in cases of strangulated hernia. It is not often, perhaps, 
circumstances make operative interference at so early a period as 
six hours after the descent of the hernia necessary, but there can 
be no doubt the earlier relief is afforded the better is the patient’s 
chance of recovery. 

Dr. Narrrass asked Dr. Page whether it had occurred to 
him to try aspiration before operating, as he had seen several cases 
in which tapping proved very efficient. 


Dr. Hearn congratulated Dr. Page on the result he had obtained, 
and said he had never scen a death following herniotomy where 
the sac was not opened. Dr. Heath further related his experience 
of Listerism in operations on the bowel, and also in cases where 
the peritoneal cavity was opened, as in ovariotomy, being very much 
in favour of the employment of the spray in such cases. 


Mr. Harrison said that in Liverpool they always used the spray 
‘in ovariotomy, but took the precaution of guarding the abdomen, 
excepting the wound, as he thought the cold spray playing upon 
a large exposed surface was deleterious. 


Mr. Apam Witson related what he knew to be Mr. Keith’s 
experience (Edinburgh)—that whereas formerly ovariotomy was 
never performed with a large number present, being always in 
private, now Mr. Keith, using the spray, operated in public, 
allowing in a large class of students. 

Dr. Bristows said he thought in the operation for hernia a great 
deal depended upon the surgeon. He had seen several cases where 
the constriction was supposed to be relieved by cutting, but the 
post-mortem revealed the fact that herniotomy proper had never 
been performed at all,.viz., the gut was not relieved. 


Dr. Pags, in reply to Dr. Nattrass, said he had not thought of 
aspirating in this particular case. 
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NOTES OF A CASE OF SPASM OF THE GLOTTIS BY 
INHALING CHLORINE GAS. LARYNGOTOMY. 


By A. AITCHESON, M.B. 


Mr. PRESIDENT AND GENTLEMEN, 

Spasm of the rima glottidis may be defined as a temporary, 
partial, or complete closure of the lower thyro-arytenoid ligaments, 
or true vocal cords. This tension is produced by the contraction 
of the crico-thyroidei, crico-arytzenoidei laterales, and aryteenoideus; 
or paralysis of their antagonistic muscles, the thyro-arytzenoidei 
and erico-aryteenoidei postici. It can beinduced directly by the 
inhalation of irritating vapours, indirectly by continuity of texture 
during the course of any morbid conditions of the throat, or wind- 
pipe, and by reflex irritation, as seen in the laryngismus stridulus 
of children. 

When operative interference is demanded of the surgeon for 
laryngeal obstruction, he has the choice of two operations, laryn- 
gotomy and tracheotomy ; and he performs the one or the other, 
according to the nature or extent of the obstruction. Very few 
cases warrant us in resorting to the operation of laryngotomy, with 
the expectation of averting suffocation ; but when it is admissable, 
we may, if expeditious, hope for a good recovery. ‘Tracheotomy, on 
the contrary, is generally admitted by all experienced persons to 
be not only an operation requiring great skill and patience to do it 
well, but also one fraught with considerable danger. This opera- 
tion, although more critical than the preceding from its magnitude, 
and the debility of system which is generally induced, yet has the 
advantage of being removed as far as possible from the seat of 
disease, and therefore is to be preferred as a rule. — 

The laryngeal operation, which consists in making the opening 
into the crico-thyroid space, may be limited to the following :— 
Paroxysmal dyspneea from small round foreign bodies in the wind- 
pipe, suffocative spasm from inhalation of. irritating gases, small 
growths about the glottis, and aneurism or other tumour pressing 
on the nerve supply, thereby exciting spasm. Under the tracheal 
operation, or that below the cricoid cartilage, we include foreign 
bodies of larger size, edema glottidis, extensive ulcerations and 
alterations of tissue, croup, diphtheria, aneurism, or other growth 
interfering with the patency of the tube, &c. Ranked in the class 
of causes named irritating vapours is the case, the history of which 
I have the privilege of presenting to the notice of the members of 
this Society. 

During the winter of 1874-75, two members of a family named 
Herron, and a lodger, were attacked with typhoid fever. Its origin 
was traced to the emanations of a large foul middenstead, placed in 
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the centre of a yard, and surrounded by an oblong group of houses. 
This midden was the common property of all the tenants, and its 
refuse was kept in a continual state of putrefaction by saturation 
with fluid waste. 

The house of the fever-stricken family had two rooms, a bed- 
room upstairs, and a kitchen on the ground floor. The son took ill 
first, and died; next the lodger, who recovered ; and last the 
mother, she being convalescent at the time our history begins. 
The father, before the onset of the fever, was employed as a 
‘‘Jabourer” in chemical works, and had frequently, in that capacity, 
been exposed to currents of gases with no injurious effects. On 
such occasions he indulged in a glass or two of proof spirit, which 
always, to use his own expression, “killed the gas.” During the 
latter period of the illness in the family he stayed at home to nurse 
the invalids. After the fever abated, the house was ordered to be 
disinfected with chlorine gas by treating chloride of lime with 
sulphuric acid. 

On the evening of the 22nd of January, 1875, I was hurriedly 
summoned to visit George Herron, aged fifty-seven years, who was 
said to be choking. The following particulars were partly given 
after the patient’s recovery by himself, and partly by the friends 
on my arrival :— 

Having cleared the bed-room of removabie furniture, George 
Herron placed “tumuli” of bleaching powder on separate plates in 
each corner of the room. After pouring on the sulphuric acid, he 
endeavoured to take down the blind, which he managed after sume 
difficulty, but not before he had inhaled a good dose of the 
irritating vapour. Leaving the room, and closing the door, he 
made his way downstairs, and asked for some whiskey to ‘kill the 
gas,” two glasses of which he drank off. The family supper having 
been dished, he sat down with the rest and partook of the meal, 
and whilst so engaged the choking sensation attacked him. The 
accession of the spasm having taken place during mastication, or 
deglutition, led the relations to imagine that a bolus of meat had 
become impacted in his throat. He was seated in a chair when I[ 
first saw him, grasping it tightly ; his face was purple, eyes staring 
and fixed upwards, and his breathing was seriously embarrassed. 
In a few moments he fell exhausted, and breathless, on the floor. 
Seeing the urgency of the man’s condition, I quickly thrust my 
fingers down his throat, but met with no obstruction between the 
mouth and entrance of the larynx ; also, the hurried introduction 
of a temporary probang down the cesophagus failed to detect any 
foreign body. By this time his features appeared hideous; the 
face was fearfully livid, eyelids widely opened, eyes fixed and 
prominent, with the pupils greatly dilated. The breathing, or more 
properly, attempts at breathing, became speedily more infrequent, 
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with long intervals of rest, and he was totally unconscious to any 
external impression. As no impediment between the mouth and 
glottis could be detected, and the symptoms did not seem to indicate 
the presence of a foreign body within the bronchus, laryngotomy 
was decided upon. Using Syme’s abscess opener, a puncture was 
made into the cricothyroid space, and a small incision made verti- 
cally to admit of the passage of a gvose quill, until the silver 
tracheotomy tube could be procured. On the quill’s introduction, 
expiration and inspiration made satisfactory progress. When the 
proper instrument came to hand, it was substituted in place of the 
quill, and the patient was lifted into bed, still unconscious, witn a 
very unsteady pulse. Some anxious minutes of suspense having 
elapsed, I hazarded a question in aloud voice, and got a very satis- 
factory grunt, which carried worlds of meaning in its intonation. 

Being satisfied by his easy breathing, and features now almost 
free from lividity, and returning consciousness, that recovery was 
advancing, he was left a while to the care of his friends. 

On my return in about half an hour’s time I was pleased to see 
him comfortably seated at the fire apparently well, and chatting 
merrily with the family. 

Perhaps unwisely I yielded to his urgent request to have the 
tube removed, as now the normal function was restored. A pad 
of lint was placed on the wound, and secured by a light bandage. 

Next morning he was very well, and improved so rapidly that in 
a few days only the reddened scar of what had been a wound 
remained. 

It is interesting to note that this man had been used to inhale 
factory gases, including chlorine, previously with no harmful effects. 
However, we cannot overlook the fact that his system was debili- 
tated by the vitiated air of the bed chamber, by the anxiety, want 
of proper rest and food, and general worry of attending on the 
invalids, thus reducing his chance of combating exciting causes to 
a minimum ; that the onset of the spasm was directly traced to 
the inhalation of the chlorine vapour, this effect so rapidly following 
the cause. 

In conclusion, I may remark that he was a very suitable person 
on whom to operate, as he was sparely built, and presented an 
enlarged and prominent “ pomum adami.” 
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NOTES OF A CASE OF FISH BONE IN THE LARYNX 
| OF A CHILD—-TRACHEOTOMY. 


By G. H. HUME, M.D., Surgeon to the Newcastle Infirmary. 


Cases of foreign body in the larynx are of importance on account 
of their urgency and the difficulties which often attend their 
successful management. 

The following case, which was recently treated in this Infirmary, 

may therefore be thought of sufficient interest to warrant a brief 
notice :— 

Wm. N., aged 4 years, was admitted on October 30th, suffering 
from extreme dyspnoea. From his mother it was learned that 24 
hours previous to admission the child had been eating fish, and 
was suddenly seized with a fit of choking. An emetic was ordered 
by a surgeon to whom the child was taken, but without result, 
and the distress of breathing had gone on increasing. 

I saw the patient within a short time of his being brought to the 
Hospital. The dyspnoea was very urgent, the child tossing himselt 
from side to side in his struggle for breath. Such examination as 
could be made did not detect any foreign body in the pharynx or 
about the upper opening of the larynx... In the chest the 
respirating sounds were found to be markedly diminished on the 
right side. 

Tracheotomy was at once performed. It was then possible to 
make a more thorough examination, and a sharp point which 
proved to be the end of a fish bone, was discovered within the 
glottis. The bone seemed to be impacted in the right ventricle, 
and by first dislodging it and then nipping the end between the 
nails of my forefingers it was removed without difficulty. 

The child made an uninterrupted recovery, the tube was 
removed on November Ist, and the patient left the hospital with 
the wound healed on November 15th. 

The only feature in this case worthy of special note is the fact of 
diminished respiration on the right side. In cases of foreign body 
in the air passage a lessening of the respiratory sounds on ‘the one 
side is usually looked on as indicating the lodgement of the foreign 
body in the bronchus, or a bronchial tube of that side. In 
this case the explanation of its occurrence may perhaps be found in 
the irritation of the laryngeal nerves of the right side, propagated 
to the lung along the pulmonary branches of the pneumogastric, 
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THE EXAMINATION OF THE PULSE.* 
By BYROM BRAMWELL, M.D. 


By observing the characters of the pulse we obtain valuable infor- 
mation as to—/(a, the condition of the heart and arterial system ; 
(6) the condition of the general tone (the system as a whole); the 
frequency and strength of the pulse being chiefly valuable in this 
respect. The radial is the artery which is usually examined, and 
in speaking of the pulse the radial pulse is meant ; but, in cases of 
cardiac and arterial disease, the condition of other vessels, the 
carotid, temporal, brachial, etc., should be noted. 

Mode of Observing the Pulse.—We observe the characters of the 
radial pulse by—(a) the fingers (palpation); (0) the eye (in- 
spection) ; (c) the sphymograph. 

Palpation, or the Hxamination of the Radial Artery by the 
Finger.—The correct observation of the exact characters of the 
pulse of the finger is a matter of extreme difficulty, and is only 
acquired by long practice. Since, however, it is the method which 
is universally available, the student should spare no pains to make 
himself master of it. Two fingers should be applied over the 
artery where it becomes superficial at the lower end of the radius, 
and the condition of the pulse noted as regards—(a ) its frequency ; 
(6) its rhythm ; (c) its volume; (d) its compressibility or ten- 
sion; (e) the special characters of each pulse-wave (celerity, 
dicrotism, etc.) ; (f) the condition of the arterial coats; (g) in 
cases of suspected aneurism or intra-thoracic tumour a comparison 
of the two radial pulses should be made. 

Inspection of the Pulse. —In well-nourished individuals the radial 
pulse is hardly, if at all, visible when the circulation is tranquil. 
During cardiac excitement, and in emaciated subjects, the pulsation 
can often be distinctly seen. Pulsation is very visible in certain 
cases of disease, notably in atheroma, where the artery stands out 
as a rigid, tortuous cord, and in aortic regurgitation, where it is 
visible, jerking, collapsing, and tortuous (the locomotive pulse). In 
cases, too, of vaso-motor relaxation and excited action of the heart, 
it may present some of these characters. 


THE SPHYGMOGRAPH. 


The exact characters of the pulse are graphically demonstrated 
by means of the sphygmograph. This instrument is chiefly 
valuable as an indicator of the general condition of the vascular 


* T was unfortunately prevented in getting to the October meeting of the 
Society, at which this paper should have been read. Through the kindness of 
the Secretary, I am enabled to publish it in this number of the transac- 
tions.—B. B. 
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system and the mode in which the circulation is being carried on, 
and as a means of studying the individual characters of each pulse- 
wave. It is comparatively useless and superfluous as a means of 
diagnosing individual cardiac lesions. Mahomed’s modification of 


Marey’s instrument is the best form. 

Description of the Instrument. erg sphygmograph consists of — 

1. A steel spring, A (see figs. 1. 2, and 3), which rests on the 
artery, and which moves up ¢ and down with each movement of the 
vessel, | 

One end of the spring, A’ (see figs. 2 and 3), is so attached by a hinge to the 
framework of the instrument that vertical (up and down) movement is alone 
permitted. To the under surface of the free end of the spring an ivory pad, 
A”, = fixed. The ivory pad rests on the artery. 

An arrangement of levers, by means of which the movements 
of ae spring (ie, e., of the artery) are magnified and recorded on a 
piece of smoked paper. 

There two levers. The lower one, B, is so hinged by its proximal end, B’, 
to the middle of the steel spring, that up and down movement is alone per- 
mitted. The free end of this lever, B’, is turned up at a right angle, and ends 
in a rounded or knife-shaped edge. Through the free extremity of this lever a 
screw, D, is passed. The point of the screw (by the force of gravity) is always 
in contact with the steel spring (7.e., the artery). The lever, and therefore its 
knife-edge, is raised or lowered by turning the screw. The screw D and the 
lever B are practically the same ; any movement of one (the steel spring being 
fixed) necessitates a corresponding movement of the other. 

The second lever, C, is so fixed at its distal end, C”, to the framework of the 
instrument, that vertical movement is alone possible. The free end of this lever, 
C’, carries a pen which records its movements on a strip of smoked paper pro- 
pelled past it at a fixed rate by means of clockwork. In order that the move- 
ments of the steel spring (7.e., the artery) may be communicated to the writing 
lever, the knife-edge of lever B must be in contact with lever C, as shown in 
figure 2. This is effected, as has been already stated, by alteration of the 
screw D. 

3. An arrangement by which the amount of pressure excited by 
the steel spring on the artery can be regulated and measured. 
This is a most important part of the instrument, and is the 
modification made by Mahomed. It consists of a concentric, E, by 
depression of which, as in fig. 3, any definite degree of pressure 
can be made upon the steel sprmg. The amount of pressure 
exerted is shown on a dial (M, in fig. 1) in ounces troy. The con- 
centric is depressed by turning the screw L (see fig. 1). 

4, A clockwork, H, which propels at a fixed rate a slide, G, to 
which a strip of smoked paper is attached. 

5, A framework, F, to which the various parts of the instrument 
are fixed, and by means of which the instrument is fastened to the 


arm by straps, K, K. 
Mode of taking a Sphyamographe Tracing. 


1.—The Position of the Patient.—The patient should be seated 
by the side of a low table, his arm resting on the pad (a double 
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Fig. 1. 








Fia. 2. Fig. 3. 


DESCRIPTION OF FIGURES. 


Fig. 1.—The Sphygmograph in situ.-—A, points to the steel spring; A’, to its point of attachment to 
the framework; B, the first lever; B’, its point of attachment to the steel spring A; C, the 
writing lever; C’, its free end, which carries a pen; C”, its point of attachment to the frame- 
work; D, the screw for bringing the turned up free end of lever B in contact with lever C; 
G, the slide carrying the strip of smoked paper; H, the clockwork, which is wound up by a 
screw on the opposite side to that shown in the fig.; L, the screw for increasing the pressure ; 
M, the dial on which the amount of pressure is indicated; K K, the straps by which the instru- 
ment is attached to the double inclined plane. | 


Fia. 2.—Scheme showing the essential parts of theinstrument when in working order—i.e., the turned 
up knife-edge B”’ of the short lever in contact with the writing lever C. Every move- 
ment of the steel spring, at A”, z.c., the artery, will in this position be communicated to 
the writing lever. The letters have the same significance as in Fig. 1. 

N.B.—(The framework of the instrument has been removed.) 


Fic, 3.—Scheme showing the essential parts of the instrument after increase of the pressure. The 
knife-edge B” is no longer in contact with the writing lever, and the movements of the 
steel spring A’, i.e., the artery, are no longer communicated to it. In order to put the 
instrument into working order the knife-edge B’” must be raised to the position indicated 
by the dotted lines. This is effected by means of the screw D. 
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inclined plane) as represented in fig. 1, the fingers semiflexed into 
the palm. 

If the fingers are quite extended, jerking movements of the tendons are apt 
to occur and interfere with the tracing. If the fingers are quite flexed, the 
rigidity of the tendons prevents the perfect application of the instrument. 

The position should be as easy as possible, for it is essential that the arm be 
kept at perfect rest. The shirt sleeve should be turned up, and must be quite 
loose. If tight, it is apt to interfere with the circulation through the arm. 


The position of the artery rs then to be marked with ink. The 
ink line should be prolonged to the ball of the thumb, 7.2, below 
the instrument when it is applied. By this means we can, without 
removing the sphygmograph, ascertain if the ivory pad is still 
in situ, t.e., exactly over the artery. 

Before applying the sphygmograph the harmless nature of the 
procedure must be explained to the patient, for it is of the greatest 
importance to avoid anything which will excite or disturb the 
action of the heart. Some persons become seriously agitated, 
thinking that an operation is about to be performed. (One of my 
patients left the hospital rather than have the instrument applied.) 
In such cases a preliminary application to a fellow-patient or nurse 
is advisable. 

The Application of the [nstrument.—1. Screw up the clockwork, 
and see that the instrument is in working order. 2. Apply the 
ivory pad accurately over the very centre of that part of the artery 
which lies to the inner side of the styloid process of the radius. (At 
this point the artery is superficial, and rests upon bone. By com- 
pressing the vessel at this spot we can be quite certain that the entire 
pressure of the spring will be exerted upon it.) The instrument is 
then firmly strapped to the arm. The straps should be unyielding 
—not elastic. The slide carrying the strip of smoked paper is 
next to be fitted into the frame. Care must be taken that the 
paper is firmly and evenly stretched. This is best effected by first 
accurately fitting it and doubling its edges over the frame, then 
removing and smoking it over a piece of bnrning camphor, and 
finally fitting it to the frame again. The paper should not be over- 
smoked, and the point of the pen must not press too heavily against 
it, or friction will prevent free movement, and the tracing will be 
imperfect. 

The Adjustment of the Pen.—The point of the pen is then (by 
alteration of the position of the screw D, see fig. 3) to be brought 
level with the centre of the strip of smoked paper, as in figs. 1 and 2. 

The Adjustment of the Pressure.—The pressure of the spring must 
be altered until the maximum amount of movement of the lever is 
obtained. Every alteration of the pressure necessitates a correspond- 
ing alteration of the screw D ; otherwise the point of the pen is 
removed from its proper position. The clockwork, which has been 
previously wound up, is then to be set into motion, and a tracing 
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taken. If the tracing is satisfactory, the name of the patient, the 
date, and the amount of spring pressure should be inscribed upon 
it (by a needle or other fine-pomted instrument). The tracing is 
then rendered permanent by dipping it in a rapidly drying* 
varnish. 

Where a comparison of tracings from different arteries (v.¢., the 
two radials) is required, (1) the greatest care must be taken that 
all the conditions (the position of the patient, amount of spring 
pressure, etc.) are the same ; (2) the best obtainable tracing from 
each side must also be compared. In this case it may be necessary 
to have the pressure on the two sides different, but all the other 
conditions must be rigidly the same. A comparison of the dest 
attainable tracing is of great importance where there are slight 
differences in the pulse-waves. In this connexion it is important 
to remember that where the heart’s action becomes excited or 
accelerated as the result of mental or other causes the character of 
the tracing is materially modified (see figs. 4, 5, 6, and 7). 
Tracings should always, so far as is possible, be made during 
tranquil action of the heart. 

Character of a Good Tracing.—The best tracing is that which has 
the highest up stroke and the most pointed apex. In some patho 
logical conditions—as, for example, in some aneurisms (see figs. 36 
and 37), and in aortic stenosis (see fig. 13)—the apex is rounded ; 
but this is so extremely rare that a tracing in which the apices are 
not pointed should always be regarded as imperfect until verified 
by repeated and careful readjustments of the instrument. 

The chief points to be attended to in ordcr to obtain a good tracing 
are—(]) the accurate adjustment of the ivory pad to the centre of 
the artery ; (2) the proper regulation of the pressure. Figures 8 
and 9 show tracings from the same pulse with different degrees of 
pressure. 

Having descr ibed the mode of applymg the instrument, the 
character ofthe normal and pathological pulse-tracings will now 
be considered. 

Analysis of a Sphygmographic Tracing.—A tracing consists of a 
number of curves, each of which represents one beat of the pulse. 
Each pulse-curve may be divided into (1) the line of ascent ; (2) 
the apex ; (3) the line of descent. 

The Line o f Ascent. —Up-stroke, or percussion stroke of Mahomed, 
(a to 6, see fig. 10) is in the normal pulse-tracing nearly vertical. 
It corresponds to the shock which is communicated to the whole 
arterial system by the sudden bursting open of the aortic valves. 








* The varnish recommended by Mahomed is made by macerating an ounce 
of gum benzoin in five ounces of rectified spirit, with frequent agitations for 
two days, and then pouring off the clear liquor from the insoluble constituents 
of the gum. 
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Fig. 4.—Pressure, 2} 0z 





Fia. 5.—Pressure, 24 oz. 





F ia. 6.—Pressure, 3 02z. 








Fic. 8.—Pressure, 13 oz. 
Fia. 9.—Pressure, 2? 0z. 





Fig. 10.—Pressure, 3 oz. 


DESCRIPTION OF FIGURES. 


Fias. 4 and 5. —Alterations in the Pulse-tracings as the result of Cardiac Excitement.—A. M., et. 48, 
admitted to the Newcastle Infirmary under Dr Byrom Bramwell, suffering from obscure 
spinal symptoms. The heart became excited, and the tracing shown in Fig. 5 was taken, 
immediately after that shown in Fig. 4, the instrument in the meantime remaining in situ. 
The spring pressure was the same in each case. 

Frias. 6 and 7.—Alterations in the Pulse-tracing which result from Cardiac Excitement.—Figs. 6 and 7 
show two tracings from a case of chlorosis. Case: HE. F., et. 19, admitted to Newcastle-on- 
Tyne Infirmary under Dr Byrom Bramwell, 3d March 1878. The tracing shown in Fig. 6 was 
taken on 8th March; the tracing shown in Fig. 7 was made three minutes later, the instru- 
ment having remained in situ; the heart had become excited. Pressure in both eases=38 oz. 

Fia. 8.—Aortic Stenosis and Dilated Aorta.—J.C., puddler, st. 25, admitted to Newcastle Infirmary 
under Dr Byrom Bramwell, 20th February 1879. The patient had been under observation for 
four years previously. Marked thrill and loud systolic murmur over base of heart and over 
aortic region. Heart moderately hypertrophied. Pressure=1} oz. 

Fie. 9.—Tracing taken from the same patient with a slightly increased pressure; the apex is now 
pointed. 

Fig. 10.—Sphygmographic Tracing of Normal Pulse.—Male, et. 25, admitted to the Newcastle Infirmary 
under the care of Dr Byrom Bramwell, suffering from psoriasis. 

(1.) Line of ascent, up-stroke or percussion stroke =a to 6. 

(2.) Apex = 6b 

(3.) Line of descent =¢ to a’; d=aortic or dicrotic wave; e= aortic notch; c= tidal wave. 

A B=base or respiratory line. 

1= Systolic portion of the tracing, z.e., with reference to the systole and diastole of the 
ventricle, not of the artery. 

2 = Diastolic portion of the tracing. 
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Fia. 17.—Pressure, 3 oz. 
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Fia. 13.—Pressure, 14 oz. 





Fia. 15.—Pressure, 2 oz. 





Fria. 19.—Pressure, 4 oz. 
Fia. 18.—Pressure, 3 oz. 


DESCRIPTION OF FIGURES. 


Fic. 11.— Aortic Regurgitation.—Case: G. A., et. 56, admitted to Newcastle Infirmary under Dr 


Fia 


Fie 


Fia 


Byrom Bramwell, 21st February 1878, suffering from shortness of breath and swelling of feet. 
Had been ill for three months. The face was pale and anxious, lips slightly dusky. Donble 
aortic murmur; heart considerably hypertrophied; apex between 6th and 7th ribs, 3 inches 
below and 2 inches outside left nipple. Considerable hypertrophy and engorgement of right 
heart. Died 5th March 1878. Aorta very atheromatous; aortic valves very incompetent; 
segments shrunken, turned in towards the ventricle; coronary arteries much obstructed ; 
cardiac walls fatty; left ventricle dilated ; pericardium adherent. The arteries were practi- 
cally empty during cardiac diastole. a—-6 = percussion stroke; b—apex; c=tidal wave; d 
indicates the position of the aortic wave, which is absent in this tracing. 


.12.— Aortic Regurgitation Taken from same patient as No. 11 after administration of digitalis. 


The letters have the same significance as in Fig. 11. 


.13.— Aortic Stenosis —J. B., et. 51, admitted to Newcastle Infirmary under Dr Byrom Bramwell, 


29th November 1878, suffering from anemia and dropsy. There was a well-marked aortic 


systolic murmur; the left ventricle was not hypertrophied. The pulse-tracing seems to show 
that the murmur was organic, and not hemic. 


.14.—Mitral Regurgitation —M. A. C., xt. 16, admitted to Newcastle Infirmary under Dr Byrom 


Bramwell, 24th January 1878, suffering from cough and shortness of breath, dating from an 
attack of rheumatic fever two months previously. Heart’s action very rapid (120-130). The 


first sound appeared to be reduplicated ; a systolic murmur at the apex, audible when the heart 
became slower. 


.15.— Weak Pulse.—R. R., et. 17, admitted to Newcastle Infirmary under Dr Byrom Bramwell, 


21st February 1878, suffering from idiopathic anemia. Died 12th April. There was a systolic 


(anemic) mitral murmur. The pulse-tracing resembles that of mitral regurgitation (see 
Fig.14). Tracing made 23d February. 


. 16.—Progressive Pernicious Anemia.—Same patient (see Fig. 15). Tracing taken 19th March. 


The artery is almost empty during diastole. 


Fig. 17.—Dicrotism.—A. V., et. 32, admitted to Newcastle Infirmary under Dr Byrom Bramwell. 


21st March 1878, with an enormous scrofulous kidney. There were occasional rigors. This 
tracing was made during arigor, the temperature being 100° F. A draught of hot milk was ad- 
ministered, and the tracing, shown in Fig. 18, was taken. Tracing Fig. 19 a few minutes later. 


Fig. 18.—Hyperdicrotism. Fig. 19.— Hyperdicrotism. 
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Its height varies with the amount of shock communicated to the 
arterial system, and depends upon—(1) the force with which the 
aortic valves are burst open, 2.¢., the force of the ventricular con- 
traction less the resistance offered by the valve-cusps ; (2) (to a less 
extent) the condition of the arterial walls (the degree of their 
elasticity) and the fulness of the arterial system. 

The direction of the line of ascent (whether vertical or oblique) 
depends chiefly upon—(1) the condition of the aortic segments ; (2) 
the suddenness of the ventricular contraction. 

Where there is no obstruction to the free opening of the valve- 
cusps, and where the contraction of the ventricle is sudden, the line 
of ascent is vertical, as, for example, in most cases of aortic regurgi- 
tation (see figs. 11 and 12), and in cases of nervous palpitation (see 
figs. 5 and 7), ete, etc. Vice versd, where there is stenosis of the 
aortic orifice, and where the Peutrieular contraction is slow and 
gradual, the line of ascent is oblique (see fig. 13). When, too, the 
primary impulse of the ventricle is lost in the sac of an aneurism 
(a fusiform dilatation into elastic walls for choice), the up-stroke is 
oblique (see figs. 36 and 37). 

The Apex, Percussion Wave.—In the normal pulse-tracing the 
apex, 6 in fig. 10, is pomted. In some cases of aneurism, and in 
aortic stenosis, it may be rounded. As previously observed, a 
rounded apex is so exceptional that it should always be regarded 
with suspicion, and should never be accepted as a fact without 
repeated and most careful readjustment of the instrument, altera- 
tion of the pressure, de. 

The Line of Descent.—In the normal pulse-tracing the line of 
descent, 6 to & (see fig. 10), is gradual, and is interrupted by one or 
more secondary waves. 

The dicrotic wave, d, occurs about the middle of the line of 
descent, and is always present in a normal tracing. The dicrotic 
wave occurs immediately after the closure of the aortic valves. 
The point of the tracing corresponding to the closure of the valves 
is termed the aortic notch, e. If a line be carried down the base 
line from the aortic notch, as in the third pulse-wave (fig. 10), it 
will divide the tracing into two portions corresponding to the 
systole and the diastole of the ventricle. The dicrotic wave is 
partly due to a recoil current from the closed aortic valves, partly 
to oscillations of the arterial walls (Foster).* 

The dicrotic wave is absent in free aortic regurgitation (see figs. 
ll and 12). It is feebly marked in many pulses of high tension 


* According to Dr. Burdon Sanderson, (The Pulse, p. 26), “dicrotism is 
characteristic of that condition of the circulation in which the arterial pressure 
is diminished while the venous is increased. It denotes that the capillary 
current, instead of being constant in its rate of movement, is markedly 
accelerated during diastole and retarded during the diastolic interval. 
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(fig. 20) and where the arteries are rigid, as in atheroma. in some 
cases it is greatly exaggerated, and the pulse is then said to be 
dicrotic (see figs. 17, 18, and 19). In such cases each pulsation 
may seem (to the finger) to consist of two beats (the double pulse). 

The conditions which favour the occurrence of dicrotism are :— 
1. A sudden, sharp ventricular systole. 2. Low arterial tension. 
3. Extensibility with elastic recoil of the arterial walls. 4. Accord- 
ing to Roy, dicrotism is due to an active contraction of the 
arterial walls. 

Clinically dicrotism is chiefly seen in cases of pyrexia. In per- 
sons in vigorous health it is developed when considerable elevation 
of temperature—102°-104° F'.—has continued for some time (as in 
typhus, enteric fever, etc.). In feeble persons and in those 
emaciated by disease a slight elevation of temperature is sufficient 
to produce it (see figs. 17, 18, and 19). Dicrotism is a sign of 
weakness, and indicates the use of stimulants. 

A hyperdicrotic pulse is a dicrotic pulse in which the full develop- 
ment of the dicrotic wave is prevented by the occurrence of the 
ventricular systole. A dicrotic pulse becomes, therefore, hyperdi- 
crotic when the rapidity of the pulse-rate is increased. The hyper- 
dicrotic pulse is usually only seen in cases of high fever with great 
exhaustion. I have, however, seen it occur in a greatly debilitated 
patient with only a moderate rise in temperature (see fig. 16). If 
the pulse becomes still more rapid, the dicrotic wave is altogether 
lost and the pulse becomes monocrotic. 

The predicrotic or true tidal wave, ¢, is situated between the apex 
and the aortic notch. It corresponds to the prolongation of the ven- 
tricular systole, and is the true blood or tidal wave. It is not 
always present as a distinct wave (see figs. 14, 15). According to 
Dr. Galabin, the separation of the percussion and tidal waves is due 
to the inertia of the sphygmograph, and does not occur within the 
artery. In cases of low arterial tension, and where the arterial 
walls are elastic, it is often absent. Vice versd, it is best marked 
where there is great difficulty of arterial collapse, as in cases of 
contracted kidney (see fig. 20), where the arterial collapse is de- 
layed by the high tension, and in cases of atheroma (see fig. 23), 
where the arteries are inelastic, and hence do not readily contract. 
In atheroma the pulse is usually of low tension, t.¢., readily effaced 
by a small amount of pressure. The predicrotic wave may be present 
in some and absent in other pulse-curves of the same tracing. In 
one of my cases (see fig. 24) it occured with every alternate beat. 
(The explanation of this circumstance was obscure. ) 

Other secondary waves sometimes occur in the lower part of the 
line of descent. Their causation is obscure, but, so far as is known, 
they are of little practical importance. In a normal tracing the 
different pulse-waves are identically the same, and the base line is 
horizontal (see fig. 10). 
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PLATE IV. 





Fia. 20 —Pressure, 3¢ oz 











Fia. 21.—Pressure, 5 oz. 


Fig. 22.—Pressure, 4 oz. 





Fia. 24.—Pressure 4} oz. 


DESCRIPTION OF FIGURES. 


Fia. 20.—Hypertrophy of Left Ventricle—A. T., et. 54, admitted to Newcastle Infirmary under Dr 
Byrom Bramwell, suffering from cirrhotic kidney. 


Fig. 21.— Chronic Bright's Disease.—D. G., et. 40, admitted to Newcastle Infirmary under Dr Byrom 
Bramwell, 5th September 1878, suffering from renal dropsy (large white kidney). The pulse 
is one of high tension ; the tidal wave is strongly marked. 


Fig. 22.— Acute Brights Disease.—Tidal wave strongly marked, from a patient admitted to the 
Newcastle Infirmary under the care of Dr Druminond. 


Fic. 23.—Atheroma and Aneurism of Aortic Arch.—J. D., et. 52, admitted to Newcastle Infirmary 
under Dr Byrom Bramwell, 21st February 1878, suffering from aneurism of the ascending 
portion of the aortic arch and atheroma. The tidal wave is very strongly marked. There 
was no perceptible difference between the two pulses. 


Fig. 24.— General Atheroma.—J. D., et. 60, admitted to Newcastle Infirmary under Dr Byrom Bram- 
well, 21st October 1878. The radials were very tortuous and rigid; there was no valvular 
lesion. The tidal wave only occurs every alternate beat. 
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The Characters of the Pulse in Health and Disease. 
1. The Frequency of the Pulse-—The frequency of the pulse is 


determined by counting the number of pulsations per minute. 

The pulse should be counted for a whole, not for part of a 
minute. 

When the pulse at the wrist is very feeble the number of cardiac contractions 
can be determined by auscultation over the left ventricle. In some cases where 
the pulse is too feeble to be felt, its frequency can be determined by the care- 
ful application of the sphygmograph. 

In the case of children and nervous persons it is often difficult to 
get a proper estimate of the pulse-rate owing to the increased action 
of the heart which results from mental agitation, the presence of the 
doctor, etc. Due allowance must be made for this and other 
disturbing causes. It is often possible at the end of the visit, when 
the patient’s agitation has subsided, to correct the preliminary 
observation. 

frequency in Health.—The normal frequency varies in different 
individuals, and in the same individual under different circum- 
stances. The average normal rate in the adult male in a state of 
rest is 72. In some individuals the normal pulse-rate is as high 
as 100, in others as low as 50. The possibility of such idiosyn- 
crascies must therefore be kept in view. The pulse is quicker in 
children than in adults, in women than in men. _ Its frequency is 
lessened in old age. It is increased by mental excitement, by food, 
etc., ete. It varies, too, with the position of the patient, being 
quicker in the standing than in the sitting, and in the sitting than 
in the recumbent position. The frequency also varies with the 
time of day, being lower during the early morning hours. It is 
also decreased during sleep. The pulse-rate is either increased or 
diminished by disease. 

Increased Frequency.—The chief pathological conditions in which 
the frequency of the pulse-rate is increased are :— 

1. Pyrexia (increased temperature), see fig. 18. As a rule, the 
amount of increase varies with the height of the temperature. 
According to Dr. Aitken, an increase of temperature of one degree 
Fahr. above 98° Fahr. corresponds with an increase of ten beats of 
the pulse per minute, as shown in his table. 


Temp. Fahr. Pulse-rate. Temp. Fahr. Pulse-rate. 
98° ‘ ; 60 103° d . 110 
oo : 5 70 104° , : 120 
100° : i 80 105° ‘ ; 130 
EOL: ; ; 90 106° : . 140 
102° . 100 


In some cases of typhoid, especially in its earlier stages, and in 
meningitis, the pulse may be slower than natural. At the com- 
mencement, too, of some cases of pericarditis the frequency of the 
pulse is diminished (Stokes). 
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2. In many affections associated with extreme debility (see fig. 
15). This is chiefly the case where there has been some previous 
elevation of temperature, or where the nerve irritability of the 
heart is increased. 

3. In deranged innervation of the heart (paralysis of the vagus 
or irritation of the sympathetic, the latter being the most common 
cause). In some of these cases the pulse is extremely rapid, as in 
exophthalmic goitre, 

4, In some cases of organic cardiac disease, especially mitral 
lesions (see fig. 14), and to a less extent in aortic regurgitation 
(see fig. 11). | 


The Clinical Significance of Increased Frequency of the Pulse. 


Increased frequency of the pulse, when not merely temporal, is 
very suggestive of the presence of pyrexia. It is, however, per se, 
an unreliable sign of fever, for, on the one hand, fever may be 
present without increased frequency of the pulse, as in typhoid and 
meningitis ; or, on the other, increased frequency of the pulse may 
occur without fever, or even with a low temperature, as in pro- 
agonistic collapse. In order to ascertain the cause of the increased 
frequency of the pulse, the first step is to ascertain the presence or 
absence of pyrexia (by means of the thermometer). If there is no 
pyrexia, the causes mentioned under heads 2, 3, 4, must be looked 
for. 

Diminished Frequency of Pulse (slow pulse). 

The chief pathological conditions associated with a slow pulse 
are :— 

1. Functional derangement of the heart, as in some cases of 
gout, jaundice. 

2. Organic lesions of the heart, as fatty degeneration, aortic 
stenosis (see fig. 13). 

3. Organic lesions of the nervous system, causing irritation of 
the vagi or their roots, as menigitis, compression, etc. 

4. In the rapid defervescence of fever the frequency of the pulse 
is often very strikingly diminished. 


The Clinical Significance of a Slow Pulse, 


Where it occurs per se—t.e., without any obvious cause, as in 
Senectus—it is of little importance. The possibility of its being 
due to irritation about the roots of the vagi must be remembered, 
and the symptoms of disease at the base of the brain, medulla, 
looked for. 

In other cases its clinical significance depends upon the cause of 
the associated condition, jaundice, etc., ete. 
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PLATE V. 





Fia. 26.—FPressure, 2 oz. 





Fig. 28.—Pressure, 33 oz. 





Fia. 29. 


DESCRIPTION OF FIGURES. 


Fia. 26.—Extreme Irregularity and Fatlure of the Heari.—J. R., et. 68, admitted to the Newcastle 
Infirmary under Dr Byrom Bramwell, 28th December 1878. Died 31st December. Croupous 
pneumonia, limited to the upper lobe of the right lung. No cardiac affection. 


Fria. 27.—Intermittent Pulse.—J. B., wt. 38, admitted to the Newcastle Infirmary under Dr Byrom 
sramwell, 11th July 1878, suffering from mitral regurgitation. The heart was much hyper- 
trophied. Tracing made 6th January, when patient was much improved and attending as an 
out-patient. 


Fia, 28.—Irregularity of the Pulse.—W. M., et. 50, admitted to Newcastle Infirmary under Dr Byrom 
Bramwell, 30th November 1878, suffering from the usual symptoms of mitral disease. The 
heart’s action was extremely irregular. The left ventricle much hypertrophied. There was 
no rheumatic history. The symptoms were of two months’ duration. 


Fias. 28 and 29 were two consecutive tracings taken on 10th December, after the patient had im- 
proved under digitalis. The intermittent action of the heart is well shown in Fig. 29. 
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The Rhythm of the Pulse. 


In health the pulse is perfectly regular both in time* and volume 
(see fig. 10). : 

Alterations in rhythm are frequent in disease. 

Time Irregularities.—All degrees of irregularity are met with. 
In some cases the alteration is only occasional, every ten, twenty, 
or thirty beats ; in others the normal rhythm of the pulse is very 
much altered or entirely lost (see fig. 26). 

Intermittent Pulse.—In some cases the irregularity consists in 
the omission of a beat (see fig. 27). This is due either to arrest of 
the ventricular systole, a common and often unimportant condition, 
or to feeble contraction of the ventricle, the blood-wave being too 
weak to reach the wrist—a very serious indication of failure of the 
heart’s action. In some cases the irregularities occur at fixed 
intervals, 2.e., every two, three, or four beats. One of the most 
interesting of these varieties is the pulsus bigeminus of Traabe, in 
which the pulse-beats run in pairs, each pair being separated by a 
considerable interval. 

The chief pathological conditions associated with irregularities 
in time are :— 

1. Lunctional derangements of the nervous mechanism of the heart 
(venereal excess, gouty affections, tobacco, etc.). 

2. Mitral lesicons—both stenosis and regurgitation—especially 
after failure of compensation (see figs. 28, 29, 30, 31). 

3. Disease of the central nervous system, such as meningitis. 

In these cases a sudden change in the position of the patient— 
2.¢., rising from the recumbent position—often causes a striking 
alteration in the rhythm and frequency of the pulse. 


4, Hutreme Fatty Degeneration. 

Clinical Siginificance of Time Irregularities. 

The importance of irregularity depends upon its cause : per se, 
ae, without any organic disease of the heart or nervous system 
it is of very little consequence. 

Irregularities in Volume.—lIrregularity in different pulse-beats 
depends upon unequal quantities of blood being discharged into 
the arterial system by the left ventricle. 

Inequality in volume often depends upon and is associated with 
irregularity in time, for when the time between the ventricular 
contractions varies, the amount of blood which the ventricle has to 
discharge into the arteries will vary. Inequality in volume is 
chiefly seen in mitral lesions (see figs. 28, 29, 30, 31) and 
structural lesions of the cardiac walls. 


Pines = Be A a a a a a a a RI a= ar 
* Exceptions to this rule sometimes occur, and depend on idiosyncrasy. 
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Inequality due to the Influence of Resprration.—lrregularities both 
in time and volume sometimes depend upon the changes produced 
in the intra-thoracic tension by inspiration and expiration. 

In the normal condition of respiration the line uniting the bases 
of a series of pulse-curves as obtained by the sphygmograph is even 
and horizontal (see fig. 10); hence it has been called the 
respiratory line. In the forced expiration of health, and still more 
markedly in some cases of disease (see fig. 32), this base line 
becomes uneven, the frequency of the pulse and the arterial tension 
being increased by expiration, lowered by inspiration.” 

In extreme cases the pulse-wave may be entirely absent during 
inspiration. This is the pulsus paradosxicus of Kussmaul. The 
most striking examples of this condition are seen where fibrous 
adhesions pass between the thoracic parietes and the roots of the 
aorta and great vessels. During a full inspiration these fibrous 
bands are stretched, the vessels are constricted, and the pulse-wave 
is unable to reach the wrist. 

The pulsus paradoxicus has also been noted in cases of pericar- 
ditis without constricting adhesions; also in cases of stenosis of 
the air-passages. 

The volume of the pulse depends upon—(1) the size of the artery ; 
(2) the amount of blood propelled into it at each ventricular 
systole. 

The volume of the pulse is judged of by the finger, or accurately 
measured by means of the sphygmograph. In the pulse-curve the 
height of the tidal wave is the true measure of the volume of the 
pulse. 

In health the volume of the pulse varies, of course, in different 
individuals, and in the same individual under different circum- 
stances. 

The Volume of the Pulse in Disease.—A large pulse is seen—1. In 
all conditions in which the arteries are dilated or relaxed, as in 
atheroma, febrile conditions with relaxed vessels, hot stage of 
intermittent fever, rheumatic fever, and the early stage of 
the fastigium of the specific fevers. 2. In all cases in which the 


* At the beginning of inspiration the arterial pressure falls ; it soon, how- 
ever, begins to rise, but does not reach the maximum until some time after 
expiration has begun. The fall continues during the remainder of expiration, 
and passes on into the succeeding inspiration (Foster, page 334). In speaking 
of the cause of the respiratory undulations, Foster says, “We may conclude, 
then, that the respiratory undulations of blood-pressure are of complex origin, 
being partly the mechanical results of the thoracic movements, possibly also 
produced by the alternate expansion aad collapse of the pulmonary alveoli, but 
probably, in addition, brought about by a rhythmical variation of the vascular 
peripheral resistance, the result of a rhythmical activity of the vasomotor 
centre.” 
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Kia. 30.—Pressure, 4 oz. 





Fia@. 31.—Pressure, 3 oz. 





Fiq. 32.—Pressure, 33 oz 





Fig. 33.—Pressure, 2 oz. 
Fia. 34.—Pressure, 13 0z 


DESCRIPTION OF FIGURES. 


Fic. 30.—Mitral Regurgitation. _S. B., et. 58, admitted to the Newcastle Infirmary under Dr Byrom 
Bramwell, 25th February 1878, suffering from cardiac dropsy. There was a well-marked mitral 
systolic murmur, which disappeared under treatment. The heart was considerably enlarged 
(hypertrophied and dilated). 


Fie. 31.—Irreguiar and Intermittent Pulse.—O. M., et. 40, admitted to the Newcastle Infirmary under 
Dr Byrom Bramwell, suffering from cardiac dropsy. The heart was very much enlarged ; 
apex beat 43 inches below and 3 inches outside left nipple; systolic mitral murmur. 


Fria. 32.— Uneven Respiratory Line.—J. R., et. 31, admitted to Newcastle Infirmary 26th December 
1878, under Dr Byrom Bramwell, suffering from acute bronchitis. 


Fia. 33.—Small Weak Pulse.—J. M., et. 18, a soldier, admitted to the Newcastle Infirmary under Dr 
Byrom Bramwell, 23d January 1879, suffering from abscess of the liver and pericarditis. The 
heart was displaced upwards and to the left. 


Fig. 34.—Small Pulse of Mitral Regurgitation—_M. H., et. 7, admitted to the Newcastle Infirmary 
under Dr Byrom Bramwell, 16th October 1878, suffering from mitral regurgitation and severe 
bronchitis. There was considerable hypertrophy of the left ventricle. The tracing was made 
when the patient was convalescent from the bronchitis. 
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left ventricle is discharging a large quantity of blood into the aorta, 
as in hypertrophy, simple nervous excitement, etc. (see figs. 5, 20.) 

A small pulse is met with in all cases where— 

1. A small quantity of blood enters the arterial system at each 
ventricular systole. (1.) Where the blood in the body is diminished 
in quantity, inanition, etc. (see fig. 17). (2.) Cases of obstruction 
or regurgitation at the mitral valve (fig. 14), or obstruction at the 
aortic orifice (see fig. 14). (3.) Cases in which the left ventricle is 
acting very feebly (fig. 33). A small thready pulse from this cause 
ig a very serious indication. It occurs towards the termination of 
many diseases, degeneration of the cardiac muscle (fig. 17, 33), ete. 

2. In cases where the vessels are in a state of contraction. The 
cold stage of fevers, some cases of collapse (cholera) in inflammatory 
affections of the abdomen (small wiry pulse of peritonitis). 

The compressibility or tension of the pulse depends upon the tone 
of the arterial walls. It is measured by the finger or the sphygmo- 
graph. The amount of pressure required to obliterate the pulse is 
the true measure of its tension. In vigorous health the tension of 
the pulse is considerable. In delicate persons and in those who 
lead effeminate lives the tension is low. 

A pulse of high tension is sometimes large, sometimes small. 
An example of the former is seen in cases of contracted kidney 
(see fig. 20), in which the high tension is associated with hyper- 
trophy of the left ventricle. The pulse of peritonitis is an example 
of the latter. In some cases of kidney disease (especially the 
cirrhotic form) the tension of the pulse is of great importance as a 
means of diagnosis and as a guide to treatment. 

A pulse of low tension is very common in disease, and is of great 
importance for diagnosis and treatment. Low tension is associated 
with relaxation of the vessels, and often with-feeble action of the 
heart. A low-tension pulse may be small or large. The former 
is seen in mitral lesions; the latter in certain inflammatory con- 
ditions, as, for example, rheumatic fever, hot stage of ague, also in 
atheroma, where the pulse is large in volume but easily compres- 
sible. A pulse of low tension is often dicrotic. 


THE INDIVIDUAL CHARACTERS OF THE PULSE-WAVE. 


The Duration of the Systole to the Diastole (the celerity of the 
pulse).—In some cases the artery quickly reaches its point of maxi- 
mum distension, and quickly subsides. Such a pulse is jerking in 
character. It is seen in its most marked form in aortic regurgita- 
tion (see figs. 11 and 12); also in nervous palpitation with relaxed 
vessels (see fig. 7). In other cases the pulse remains full for a con- 
siderable time. The rise in many of these cases is gradual; in 
others, as in atheroma (see fig. 23), it may besudden. The celerity 
of the pulse is well brought out by the sphygmograph. 
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Dicrotism.—The presence or absence of dicotrism is of great im- 
portance, as has been already stated (see page 66). 

Thrill.—iIn some cases a thrill can be felt over the radial pulse, 
and a murmur heard through the stethoscope. Thrill occurs in 
some cases of aortic regurgitation, and in some cases of vaso-motor 
dilatation with excited action of the heart. 

The Condition of the Arterral Coats.—It is important to note the 
condition of the superficial vessels with regard to the presence or 
absence of atheroma. The chief indications of that condition are, 
rigidity of the arterial coats, tortuosity of the vessel, which is 
generally visible (stands out like a cord), and a well-marked tidal 
wave. ‘The tension of the pulse is usually low. 

When the superficial vessels are atheromatous the aorta is 
always in the same condition. The vessels of the brain are fre- 
quently affected, too. ‘The presence or absence of atheroma in the 
superficial vessels may therefore be of diagnostic importance, as, for 
example, in the case of a doubtful intra-thoracic tumour. Other 
points being equal, its presence would be in favour of an aneurism 
as against a solid growth. 

The comparison of the two radial pulses is sometimes useful in 
the diagnosis of aneurisms and intra-thoracic tumours. In com- 
paring the two pulses, attention must be paid to (a) their synchron- 
ism as to time ; (b) the character of the pulse-wave in each vessel. 

Differences in time are most readily appreciated by the finger. 
In health the two radial pulses are synchronous. Where the blood- 
current passes through the sac of an aneurism the flow is some- 
times delayed and the pulse retarded. Thus, for example, a 
globular elastic aneurism of the innominate artery will cause 
retardation in the right radial and carotid pulses. 

Differences in the character of the two pulse-waves are ascer- 
tained by the finger, or more accurately by the sphygmograph. 
These differences consist in alterations in the size and tension of 
the pulse, and in the form of the pulse-curve. 

The precautions which it is necessary to observe in taking com- 
parative tracings of the two pulses have already been described 
(see page 64). In some individuals there is a slight difference in 
the size of the two pulses, even when the distribution of the vessels 
isnormal. All the other characters of the two pulses, when normal, 
are the same. 

In some cases the distribution of the artery is irregular (high 
division of the radial). In cases of inequality of size this fact must 
always be remembered, and the condition of the vessels higher up 
(brachial and auxillary arteries) must be examined. 

Differences in the two pulses may be due to—(1), the pressure 
of a tumour, solid or aneurism, on the vessels of one side (see figs. 43 
and 44); (2), the alteration of the blood-wave on one side in its passage 
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PLATE VII. 





Fic. 36.—(Left radial). Pressure, 2} oz 
IG, 35.—(Right radial). Pressure, 3} oz. 





Fic. 39.—(Right radial). Pressure, 4 oz. Fie. 40. (Left radial). Pressure, 3 oz. 





Fia. 41.—(Right radial.) Pressure, 3 oz. Fra. 42.—(Left radial). Pressure, 3 0z. 





Fig. 43.—(Right radial), Pressure, 23 oz. Fic. 44.—(Left radial). Pressure, 2} oz. 


DESCRIPTION OF FIGURES. 


Fias. 35 and 36.—Aneurism of Left Subclavian.—J. M.., et. 50, admitted to Newcastle Infirmary under 
Dr Byrom Bramwell, 5th September 1878; all the waves in the left tracing are obliterated. 

Fig. 37.—Aneurism of Left Axillary Artery (left radial tracing).—-L. G., et. 63, admitted to the New- 
castle Infirmary under Dr Byrom Bramwell, 7th March 1878, with a large aneurism of the 
left axillary artery. The apex is rounded; all the curves are obliterated. 

Fia. 38.—Aneurism of Left Axillary Artery (right radial)—Right radial tracing for the same patient. 
The pulse is intermittent, but all the curves are well marked. 

Fias. 39 and 40.—Aneurism of Ascending Portion of Aortie Arch.—. D., et. 50, admitted to Newcastle 
Infirmary under Dr Byrom Bramwell, suffering from a large aneurism of the ascending 
thoracic aorta and atheroma. There is no important difference between the two pulses. 

Fias. 41 and 42.—Case of Multiple-Aneurisms.—M. F., 64, admitted to the Newcastle Infirmary under 
Dr Byrom Bramwell, 18th February 1878, suffering from symptoms of intra-thoracic pressure. 
Died 10th March. /ost-mortem showed dilatation and small aneurism of aortic arch. Fusi- 
form aneurisms of the innominate, left common carotid arteries, and left subclavian, just 
above their origins. The aneurisms were filled with firm clots, through which a straight 
narrow channel for the blood remained. 

Fias. 43 and 44.—Difference in the radial pulses, the result of pressure by an intra-thoracic tumour 
on the innominate artery. J.F., et.50, admitted to the Newcastle Infirmary under Dr Byrom 
Bramwell, 24th January 1878. 
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through an aneurismal sac; (3), obstruction or obliquity of the 
vessels arising from a diseased aorta (atheromatous or aneurismal) ; 
(4), local disease in one radial artery. The alteration produced by 
the passage of the blood-wave through an elastic aneurism consist 
chiefly in rounding of the apex of the tracing and obliteration or 
defacement of the normal curves. This is sometimes of consider- 
able diagnostic importance. Figs. 35 and 36 represent the right 
and left pulse-tracings for a patient who was admitted to the New- 

castle-on-Tyne Infirmar y, under my care, suffering from dyspepsia. 
There was no complaint of any thoracic tr ouble, On taking a 
tracing of the left radial (I was at that time working at the sphyg- 

mograph, and taking tracings of every case admitted to hospital) 
I was, of course, at once struck with its aneurismal character, and 
on careful physical examination found decided dulness, faint pulsa- 
tion, and marked accentuation of the cardiac sounds over the chest 
at a point corresponding to the origin of the left subclavian artery. 

Figs. 37 and 38 represent tracings for a large aneurism of the 
auxiliary artery. 

In all aneurisms this difference in the pulse-tracings will not be 
observed. If, for example, the aneurism involves the aortic arch 
before the origin of the great vessels, the pulse-wave at the two 
wrists will present the same characters (each pulse-wave will be 
affected, guoad’ its waves, in a like degree). Figs. 39 and 
40 illustrate this point. Again, it may so happen that an 
aneurism is situated on the vessel of each side, or that an aneurism 
is so filled up with clot that the pulse-wave is very little if at all 
affected in its passage through it. Such was the fact in a re- 
markable case of multiple-aneurism which I have recorded in this 
Journal (see Ldinburgh Medical Journal, June, 1878, p. 1076). 
The pulse-tracings in that case were almost identically the same 
(see figs. 41 and 42). In figs 43 and 44 the difference in the two 
tracings was probably due to the pressure of a solid tumour on the 
innominate artery. 

Asynchronism of the radial pulse and cardiac contractions occurs 
sometimes in—l. Fatty degeneration ; 2. Extreme mitral regurgi- 
tation; 3. Utter irregularity of the heart (Walshe). As arule, in 
such cases the frequency of the pulse is considerably increased. 
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ON ANASTHESIA : 


By DAVID DRUMMOND, M.A., M.D., Physician to the Newcastle- 
upon-Tyne Infirmary. 


The number of patients, inmates of a general hospital, on whose 
persons it is possible to demonstrate the presence of anesthesia in 
one or other of its forms is very large, and, indeed, I would extend 
the statement and include a large number of individuals who are 
going about their daily calling, some of whom are complaining of 
nothing, and in the case of others but trivial symptoms are noticed, 
sufficient, perhaps, to induce them to seek aid (amongst the lower 
classes) at the out-patient department of an hospital. 

The recent literature of the subject abounds in the experiences 
of the treatment of aneethesia by the application of metals; very 
little regard being had for aught else, other very important and 
interesting matters in this connection being passed over in silence. 
For some time past it has been my habit to test the cutaneous 
sensibility of nearly all my hospital patients, especially in the female 
wards, amongst which class, as might be expected, the majority of 
cases occur. ‘The result has been astonishing, for the investigation 
has shown me the correctness of the statement with which this 
paper opens, viz., that the number of instances in which sensory 
impairment can be demonstrated is very large. 

It is true that a large number of my patients are the subject 
of nervous lesions, and patients themselves, admitted for affections 
other than nervous, have, on witnessing the demonstration of 
analgesia—the most obvious phenomenon in relation to the subject 
—in the persons of their neighbours, called my attention to the 
fact that they could not feel either. Even allowing this, I cannot 
but think that very many cases are overlooked, especially the 
anvesthesia of so-called hysterical women. Before proceeding to the 
clinical phenomena of the cases to which I shall call attention, I 
should like to make a few remarks upon the physiology of common 
sensation. By common sensation | mean the perceptions produced 
by the afferent nerves other than the optic, auditory, olfactory, and 
gustatory. 

Concerning the nerve endings in the skin, there is not much to 
be said. We have the pacinian bodies found in the palm of the 
hand and hollow of the foot, genital organs, and muscles. Tactile 
corpuscles occurring in some of the papille of the cutis, and bodies 
resembling the terminal nerve buds of the cornea. These terminal 
organs resemble the visual, auditory, or olfactory apparatus, inas- 
much as they must be stimulated by special stimuli before the 
special sensations are excited ; in the case of the end apparatus of 
common sensation, hardness or softness, heat or cold, being the 
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result as corresponding to colour, &c., resulting from stimulation of 
the retina; a general sensation or feeling without anything of a 
specific character, being alone produced on stimulation of the nerve 
trunks, just as a sensation of light alone is the result of a general 
stimulation of the optic nerve. The question of the existence of 
special end organs and nerves for the different varieties of common 
sensation, 1s an exceedingly difficult one, and to enter at length upon 
the arguments for and against would be out of place here, hence 
I shall briefly state to what conclusions I have been brought. I 
think the view that there are in the skin and amongst afferent 
nerves, organs, and channels, which are eminently specific, as 
regards pain and tactile sensation, is untenable, or, in other words, 
the same end organs—and I shali refer again to the conducting 
channels in the cord-—answer to pain as also to tactile stimu- 
lation. Pressure upon the trunk of a nerve causes, if gentle, 
an undefined sensation, if hard, a painful sensation. In the same 
way the specific stimulus of the visual organ, viz., light, will, if 
excessively bright, produce pain. 

So pain may be looked upon as a modification of tactile sensation, 
for any exaggerated excitation results in pain, whether the stimulus 
be appled to the end organs or trunks. But the main point of 
dispute is with regard to the distinction between pressure or 
tactile, and thermal sensations—physiologists being uncertain as 
to the existence of two distinct kinds of terminal organs in the 
skin, one affected by pressure and the other by thermal stimuli. 
The fact that certain cases have occurred in which there existed a 
hypereesthesia as regards temperature, whilst tactile sensibility was 
unaltered, as well as the converse, viz., whilst pressure stimul pro- 
duced normal sensations, yet the patient was unable to distinguish 
heat from cold, has given some colouring to the special organ view. 
But I submit that it would be unwise to attach too much 
importance to this argument unless we are prepared to recede from 
the ground already taken as regards pain versus pressure; for the 
cases are very numerous, as we shall see, where it is observed that 
whilst tactile sensations are unaltered or nearly so, yet pain is lost. 
Whether there are special organs for temperature or not, and I am 
inclined to believe not, it must not be forgotten that there exists a 
close relationship between pressure and temperature sensations, for 
it has been shown * that when each stimulus is applied to a very 
limited area the two sensations are frequently confounded, and the 
weight of a body applied to the skin varies with the temperature, 
cold bodies feel heavier than hot bodies of the same weight. 
Authorities are also divided upon the question of the existence of 
separate paths of conduction in the cord. Brown Séquard strongly 








* Foster Physiology, III. ed., page 531. 
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supports the view that separate paths exist for the different 
varieties of the sense of touch, which paths he supposes to be 
mostly in the grey substance ; whilst others advance the view that 
these paths are to be sought for in the posterior white columns. 
Schiff, from experimentation on animals, has come to the conclusion 
that the sensation of pain is conducted almost exclusively by the 
erey substance. But I very much doubt if stress can be laid upon 
the results obtained by division of the different tracts of the cord 
in animals. Then we have Woroschiloff and others ascribing to 
the lateral columns the function of sensation conduction. 

There still remains the view advocated by Wundt, who thinks that 
the complex arrangement of network of fibres in the cord does not 
permit the assumption of separate paths of conduction. Taking it for 
eranted that Schiff's experiments were reliable, ¢.e., division of the 
posterior white tracts, the grey matter remaining intact, was 
followed by loss of touch sensations, but not of pain; whilst on 
the other hand, section of the grey matter caused analgesia, 7.¢., 
loss of pain, touch remaining unaltered; Wundt propounded the 
hypothesis of different excitability of white and grey matter; the 
erey requiring, in order to produce a reaction, a much higher and 
more intense irritation than the white, but when reaction occurred 
its intensity was all the greater, and produced pain. If, therefore, 
the grey matter alone remained intact for the purposes of conduction, 
more powerful irritation being required, and when sensation was 
produced it was that of a painful character; but if the white 
columns alone remained, the irritation quickly reached a degree 
at which sensation was produced without going so far as to produce 
pain. 

Or another view might be advanced which, though purely hypo- 
thetical, yet appears very plausible, and may explain why it is that 
pain is so much more frequently lost than touch in cord disease. If 
we suppose that only the exquisite stimuli will cause painful im- 
pressions, and that there are many paths in the cord open for the 
passage of stimuli to the centres from the periphery both in the white 
and grey substances, some of these paths from habit being more easily 
followed than others; then suppose these exquisite stimuli, which 
ina normal cord would ascend with ease along the accustomed 
paths and break with undiminished force upon the sensorium, ex- 
citing pain; suppose these pain-exciting stimuli meet with an 
obstruction in the accustomed paths and are obliged to go round 
some other way, the new tracts being less excitable, and hence the 
stimuli arrive at the higher centres so modified as only to give rise 
to the sense of touch, whilst weak stimuli from the periphery are 
able to ascend—it is true, generally in a modified way—through 
the new paths, because these paths are really not altogether 
unaccustomed to conduct tactile stimuli, for at every moment 
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almost there are touch sensations felt from the different parts of 
the peripheral sensory apparatus. 

To enter upon the question of what I may call the central recep- 
tive centres would take up too much space, and could not possibly 
be attended by any advantage in relation to the subject under 
consideration. It is only necessary to state that Ferrier has localised 
touch in the gyrus uncinatus and hippocampus major, and that 
cases have occurred from time to time which point to the optic 
thalamus as being at all events importantly related to common 
sensation, however the researches of Lafforgue have recently tended 
to upset this view. Of course it is important to recollect that the 
sensory fibres, entering the cord by the posterior roots, soon after 
decussate to the opposite side, which decussation is nearly com- 
plete, according to Brown, Séquard, and Schiff, in the dorsal and 
cervical regions of man. 

I shall now proceed to discuss the clinical phenomena of 
aneesthesia in its various forms, according as it has been presented 
to me. | 

At the outset, I should premise that by far the greatest number 
of cases are of the hysterical variety, -and one of the most im- 
portant problems which we shall have to discuss is the differential 
diagnosis of the hysterical from the organic form of anzesthesia. 

I have only in my observations recognised three varieties of 
common sensation, viz., touch, pain, and temperature, as affecting 
the skin, and pain resulting from powerful muscular contraction 
on the application of the induced current felt in the muscles. 
Pressure and tickling fall in so perfectly with touch, that they 
may be neglected; consequently I have been led to. think that 
careful observation of touch and temperature, with pain (superficial 
and deep) yields sufficient information concerning the case. 

In investigating tactile sensibility the esthesiometer is of very 
little service, and it will be found extremely disappointing as regards 
the results obtained from it. The instrument varies in form according 
to the whims of the maker, but it may be practically looked upon 
as a pair of compasses, the points of which are applied to the skin, 
the test being to recognise how near to one another the patient 
can appreciate the points as two distinct pressure sensations. Then 
comparing this distance with Weber’s table, the so-called normal 
esthesiometric distances. Even individuals with perfectly normal 
sensibility find it extremely difficult to say how many points are 
applied to the skin, except when the points are comparatively 
widely separated and pressed firmly into the skin, and more 
especially when the application is made to a part of the 
skin which is uneducated and unaccustomed to differentiate, such 
as the leg, back, face, &c. Applied to the tips of the fingers and 
the point of the tongue, @.e., to what 1 may call educated sensory 


78 


_ portions, it is of more service ; but, latterly, I have nearly discarded 
the instrument altogether, except as a means of demonstrating 
relative impairment of tactile sensibility of a lower extremity, when 
it may be used in tbe following way :—The legs being placed 
together, the blunt point of the compasses or eesthesiometer are 

placed one on each limb, on corresponding situations, then gentle — 
and equally applied pressure may be made with the finger on the 
top of the instrument. In this way the tactile or pressure sensi- 
bility of the legs are well compared. It is useful in testing this 
variety of sensation to direct the patient, with the eyes closed, to 
state which of two pressures is more heavily applied, using a blunt 
pointed pencil with unequal pressure, a few seconds being allowed 
to elapse between the applications. Or, again, the patient may be 
asked to distinguish the head from the point of a pin, care being 
taken not to apply the point so hard as to excite pain in a normal 
individual. Where the fingers or hand are being investigated it is 
well to get the patient to describe a coin or a key with the eyes 
shut. Pain may be tested by the prick of a pin, but it should 
be applied somewhat sharply, as gradual insertion is scarcely a fair 
test. I find it better to push the point, after it has been inserted, 
in a slanting direction, as though attempting to insert the pin 
between the deep layers of the skin and the deeper structures. 
This is really more painful than a perpendicular application, even 
though pushed in far, and avoids the risk of wounding a vein, for 
occasionally the procedure is followed by rather severe bleeding, 
and here, let me remark, that in my experience the impression that 
patients, the subject of hysterical anzesthesia, do not bleed on the in- 
sertion of a pin into the skin is an utter fallacy, as the same patient 
will at times bleed profusely, and at times not at all, and the same 
holds good for organic cases. The Faradic current applied to the 
skin through dry rheophores is also a good test, care being 
taken that the skin is perfectly dry, else the current 
will penetrate deeply and affect the muscles. Heat is not a 
good stimulus for testing pain, for even an application for a 
few seconds only of a piece of metal at a moderately high 
temperature will destroy the skin and leave traces of the investi- 
gation, which should be avoided in all cases. It unfortunately 
happened to me once to err in this direction, the result being the 
formation of two large eschars, the marks being left to this day. To 
test temperature sensibility a small metallic spoon may be used, 
heated or cooled in hot or cold water. Of course it must be recol- 
lected that a stimulus to excite either a hot or a cold sensation must 
be either warmer or colder than the part of the skin to which the 
application is made. Forgetting this, one is at times astonished 
to find that a cold piece of metal excites only the sensation of touch, 
whilst a warm spoon is recognised as hot, the fact being that the 
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feet or legs, &c., have become cooled down on account of the ex- 
posure during the examination. It is very important to note 
carefully the effect of strong contraction of the muscles on the 
application of a powerful interrupted current. Hysterical patients, 
who are not appealed to by any other form of torture, will often 
scream lustily on the deep application of this stimulus, and the 
most exquisite torture it is possible to inflict in the way of a test 
is to insert two pins deeply into the muscles of a limb and pass 
through them a strong Faradic current. Cases of functional 
anesthesia, as I have already remarked, are exceedingly common. 
Through the aid of the late senior house surgeon, Dr. Dixon, I 
instituted an inquiry regarding the common sensation of the patients 
of the lock ward; and though the observations made were not 
numerous, through the refusal on the part of the patients to sub- 
mit to the process of investigation, yet the results were sufficiently 
interesting to encourage one to try to find out how many women 
are free from anesthesia in one or other of its forms, for this is 
what it really amounts to; and I do not exaggerate when I 
say that since [ commenced to investigate this subject I have 
more often discovered anzesthesia than a normal general sensibility 
in the female patients amongst whom I have searched for it. In 
my experience the so-called hemi-anzesthesia is exceedingly rare, I 
mean as compared with the number of cases of functional sensory 
impairment, presenting a different distribution, which are to 
be met with. In hysterical anesthesia, of one side alone, the 
most striking impairment of common sensibility is the complete 
loss of painful sensations, indeed analgesia may be looked upon as 
by far the commonest phenomenon to be met with, whether organic 
or functional. But in this form (hemi-anesthesia) all the pheno- 
mena are often most profound, viz., loss of touch, pain, and tem- 
perature; however this is not invariably the case, as it not 
infrequently happens that the strong interrupted current applied 
to the muscles produces pain, and, in some cases, tactile sensation 
is but slightly impaired, whilst the strongest stimuli applied to the 
skin fail to elicit a complaint of pain. In one of my own cases of 
hemi-aneesthesia, whilst both painful and touch sensations were 
more or less lost, the former profoundly so, and the latter present 
only on the application of strong stimuli, yet the patient could 
distinguish between heat and cold of but slight intensity ; and 
in a case of Dr. Cockle’s (recorded in the British Medical Journal, 
April, 1879, p. 626), the patient could feel heat and cold on the 
affected side, though unable to distinguish between them, at the 
same time pricking and ordinary pinching were unfelt. It often 
happens that both general and special sense are affected on one side, 
smell, taste, hearing, as well as loss of vision for colours. The 
diagnosis of these cases of functional hemi-aneesthesia, from that 
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due to a gross brain lesion, is often a very dificult matter; it must 
not be forgotten that the two may be combined, viz., organic 
brain lesion with hysteria, as was the case in a patient of my 
own to which I shail presently refer. It has been established 
by post-mortem examinations that a lesion of the extreme posterior 
portion of the internal .capsule will cause very extensive 
anesthesia of one side, but these cases have apparently not 
been strictly investigated as to the clinical phenomena. Dr. 
Carter, of Liverpool, has recently recorded a case of a lady 
who was the subject of complete anzesthesia of one side of 
the body with a certain amount of motor paralysis of same 
side, and also occasional epileptiform seizures affecting the same 
side alone ; the arm of the affected side gradually withered and 
became contracted. The patient died four yours after the com- 
mencement of the attack. The anzesthesia persisted to the last ; 
the post-mortem revealed a large cyst on the right side of the brain, 
which appeared to have destroyed the angular gyrus, the supra- 
marginal gyrus and the gyrus below the second occipital, whilst 
the ascending parietal convolution was atrophied. I simply quote 
this case to show that extensive anesthesia, resembling in many 
features a functional attack, may occur on one side of the body, due 
to organic brain lesion ; but, as it will be observed, the aneesthesia 
was persistent during the whole four years, 7.e., from commence- 
ment to the termination of the attack. Now this is not usually 
the case in functional hemi-anzesthesia—the phenomena vary from 
time to time, disappearing and returning. In a case of my own to 
which I have already referred as being an example of a case in 
which organic lesion was combined with a functional attack, the 
hemi-aneesthesia varied in a very remarkable manner, and in this 
case the point to which I have already called attention was very 
noticeable, viz., whilst the anesthetic portions were completely 
devoid of feeling so long as the stimulation was confined to the 
skin, yet when the muscles were made to contract strongly by the 
interrupted current, pain was loudly complained of. Here, then, 
was an important diagnosis to make, for though I was satisfied the 
patient (a young woman) was suffering from cerebral tumour, there 
was active optic neuritis of one fundus and post-neuritic atrophy 
of the opposite disc. Yet that tumour, to cause the profound 
sensory impairment which existed, must have occupied a very 
much more important situation in the brain than it evidently 
did. The diagnosis was founded, as I have already indi- 
cated, upon the varying character of the anesthesia, both as 
regards its locality and its severity, sometimes confined to one 
side, at times part of the opposite side would be found 
affected ; and though, in general, the loss of general sensibility was 
profound, yet occasionally a comparatively light touch was 
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observed. Again, there was the phenomenon of pain on the 
application of the interrupted current to the muscles. I[ 
am now trying to distinguish hysterical hemi-anesthesia from 
the sensory impairment of one side due to gross brain disease ; 
for it must be recollected that organic anesthesia of more or less 
of a general character, ¢.e., in which the whole body is nearly 
equally affected, but seldom profoundly so, occurs in cases not at 
present well understood, but which resemble on the one hand 
locomotor ataxia, and on the other general paralysis of the insane ; 
and in these cases the aneesthesia varies from time to time also, 
but more as regards the severity than the situation. To this I 
shall return ; one of these cases is at present in the Newcastle 
Infirmary—a female. Another I observed for a considerable period 
last year, which was the case of a man with this form of general 
anesthesia. 

As I have already remarked, the cases in which the sensory impair- 
ment is confined to one side are comparatively rare. A much 
more common form of hysterical anesthesia is where the distribu 
tion is irregular, and indeed has to be sought for, the patients 
themselves being altogether unaware of its existence. It may be 
one leg is affected, and an arm of either the same or the opposite 
side and portions of the face, or it may occur in very localised 
patches the size of the palm of the hand, being certainly most 
commonly situated on the legs. I have under observation at 
present a considerable number of cases of this form of irregular 
distribution, the most marked phenomenon being the absence of 
painful sensations, touch being often but slightly impaired. 

A good example of this form will be found in the following case, 
which I recently saw:—A young woman, aged 22, whose friends 
are in good circumstances, has for the past. five years been per- 
forming the most extraordinary antics in the shape of anomalous 
hysterical seizures. The attacks recur daily, and briefly are as 
follows: Commencing the cycle at about four or five o’clock in the 
morning, at which hour she awakens and calls for a light, gets 
a drink, and generally micturates, then passes into a semi- 
unconscious condition, when she is lifted on to the sofa in her room, 
when she at once commences to tap with her right hand and left 
foot alternately on the sofa whilst lying on her back, the head being 
drawn to the left side and thrown well back. At the same time 
her left arm is rigid and shaken laterally by short clonic spasms. 
She can be made to understand what is said to her, though 
apparently almost unconscious. This tapping stage continues from 
the hour named above till about one o’clock in the afternoon, when 
a marked change comes over the aspect of affairs ; then for an hour 
most exaggerated and rapidly-recurring hystero-epileptiform seizures 
take the place of the rigid and tapping phenomena. Then between 
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two and three o’clock she resumes the tapping, which lasts until 
nine at night, when for another hour you are treated again 
to the most peculiar convulsions; then as the clock strikes 
ten she is carried to bed—for she is also the subject of 
hysterical paraplegia—has her supper, which she partakes of 
with zest, being the only meal in the day. Now, in this 
genuine case of hysteria, | found that there was analgesia of the 
right leg, not of the left, whilst the left side of the abdomen was simi- 
larly affected, and not the right; but the right side of the head 
and not the left ; only part of the left arm, the right being normal. 
That is, the anzesthesia affected only the right leg, left abdomen, 
and part of the left arm and right side of the face. 


[10 BE CONTINUED. | 

















